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Stroul {1986) wrote that in the 1950s and 1960s
two events occurred that have changed the way people
with chronic mental illness live today.

The first

event was the development of new medications which
could control many of the symptoms of the illnesses,
thus leading the way to the release of the majority of
inpatients from hospitals and institutions into the
communities.

The second major event, as mentioned by

Stroul, was the concurrent development of the community
health movement.

From this movement a number of

programs have grown, including the Community Support
Program (CSP), which was initiated by the National
Institute of Mental Health (NIMH) in 1977 (Baker,
Jedrey, Intagliato, & Straus, 1993; Husted, Wentler, &
Bursell, 1994).
Today all states have received federal funding for
planning and implementing Community Support Programs
(Stroul, 1988).

Designed to cover an array of

services, supports, and opportunities needed by
chronically mentally ill persons, the CSP focuses on
the development and implementation of coping skills
essential in everyday living situations.

It has come

to replace many traditional therapeutic approaches in
which services were provided in offices and clinics

2

(Husted et al., 1994).

Stroul (1988) added that

"clearly, mental health treatment alone is not enough"
(p. 1) and noted that there is general agreement that
persons with mental illness require a wide range of
community services and supports.
CSPs provide services to clients with a variety of
mental illness diagnoses.

In a study reported by

Rosenstein, Milazzo-Sayre, and Manderscheid (1989), the
schizophrenic client was found to make up 68.5% of all
clients in outpatient programs surveyed on a single day
in 1986.
Clinicians involved with the care of schizophrenic
clients may well need to consider a relocation of time
spent in traditional therapies in order to provide more
direct help to these clients in meeting basic needs and
in dealing with their environments.

One of those needs

is for social support which is seen by most
practitioners as critical in maintaining and improving
the health of the schizophrenic client (Pascaris, 1991;
Sullivan

&

Poertner, 1989).

CSPs are one means by

which therapists may assist these clients (Baker,
Jodrey, & Intagliato, 1992; Test, 1981).

The purpose

of this paper was to review the literature on the role
of the Community Support Program in helping the
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schizophrenic client build and maintain a social
network.
Incidence, Definition, and Characteristics of
Schizophrenia
There are approximately 3.7 million people living
in the United States today who currently have or at
some future time will suffer from schizophrenia.

At

any given time, approximately 1.8 million Americans are
affected by schizophrenia, which is about 1% of the
total population (Torrey, 1995).

It has been estimated

that the incidence will increase an additional 12%, to
208,000 new cases by the year 2005, based on
information from the National Reporting Program for
Mental Health Statistics (Rosenstein et al., 1989).
Torrey (1995) wrote that there are currently
approximately 1,450,000 people with schizophrenia
living outside of hospitals, nursing homes, and penal
institutions.

This client population has returned to

the community with unique and special needs which can
be addressed by the CSP.
For purposes of this paper, the following
definition of schizophrenia will apply:

schizophrenia

"is a disturbance that lasts for at least 6 months and
includes at least 1 month of active-phase symptoms
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(i.e., two or more) of the following:

delusions,

hallucinations, disorganized speech, grossly
disorganized or catatonic behavior, negative symptoms"
(The Diagnostic and Statistical Manual of Mental
Disorders, IV, 1995).

There are other disorders that

may present with psychotic symptoms, but in
schizophrenia, psychosis is the defining feature.
The above definition for schizophrenia may differ
somewhat according to other sources.

Torrey (1995)

stated that schizophrenia may be more than one disease.
Meltzer (1982) called it a "phenotype," a group of
disorders which provide a clinical signs and symptoms
that can include loss of ego boundaries, ambivalence,
intellectual deterioration, and personality
aberrations.

Liberman (1982) stated that there are no

schizophrenics, merely some persons who experience
delusions, hallucinations, incoherence, and associated
social and behavioral impairment, but not 24 hours per
day.

The Harvard Mental Health Letter (June, 1995)

seems to agree with Meltzer and Liberman as it stated
that schizophrenia has the status of a syndrome (a
group of symptoms) rather than a well-defined disease,
and included symptoms of difficulty in initiating
purposeful actions, cognitive disorganization, lack of
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emotional expressiveness and responsiveness, and lack
of spontaneity and curiosity.
However defined, the clinical signs and symptoms
of schizophrenia describe a brain dysfunction that
interferes that social relationships.

Approximately

75% of those who suffer from this illness lead
moderately to very isolated social lives (Torrey,
1995).

In ambiguous or complex situations,

schizophrenic individuals tend to withdraw or even
become hostile (Kahn & Kahn, 1992).
Bellack and Muesar (1993) wrote that "almost every
aspect of cognitive function has been implicated,
including memory, ability to focus and sustain
attention, processing speed and capacity, reaction
time, problem-solving ability, distractibility and
sensorimotor gating, concept formation, and ability to
integrate diverse sensory stimuli" (p. 321).

All of

these qualities are necessary in effective social
interactions.
Another problem that impedes social interactions
of schizophrenic persons is the lack of reciprocity.
In this nonreciprocal relationship, the schizophrenic
person often becomes dependent and demanding of others
while lacking the ability to identify or respond to the
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other's needs (Sullivan & Poertner, 1989; Wasylenki,
James, Clark, Lewis, Goering, and Gillies (1992).

the

illness often strikes during adolescence, at a time
when its victims have not yet had the chance to develop
the social skills usually developed by teenagers
(Wasylenki et al., 1992).

Frequent hospitalizations as

a result of the illness can further impede the
development of social skills that are needed for
interactions with others (Pascaris, 1991).
Lack of insight is also a characteristic of
schizophrenia.

In a study composed of 81 male and 4

female subjects with schizophrenia or schizoaffective
disorder, Lysaker, Bell, Milstein, Bryson, and BeamGoulet (1994) found that poor insight was directly
associated with poorer medication compliance, poorer
psychosocial treatment compliance, and poorer social
skills.

This finding is consistent with Torrey's

(1995), who reported on three studies of insight in the
schizophrenic individual and noted that estimates
ranging from 50% to 81% of these persons had no insight
into their illness.

This lack of insight resulted in

noncompliance with medications, which, according to
Torrey (1995), lead to relapse and rehospitalization.
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Social Support
The importance of social networks, also called
support networks or systems, has been well-documented
in the research on mental illness and, specifically, in
schizophrenia (Sullivan

&

Poertner, 1989).

There is

general agreement that social networks are correlated
with psychological and physical well-being (Cohen &
Kochanowicz, 1989; Gerhart, 1990).
Beck (1978), in his research on social influence
and the prognosis of schizophrenia, concluded that
"social factors do influence the prognosis of
schizophrenia" (p. 86).

Based on several research

studies of discharged schizophrenic patients, he found
that good community adjustment where neighborhood
networks were developed proved important not only to
adjustment of these former patients, but that treatment
was also more effective.
The foregoing reasons for studying the impact or
importance of social support appear to be valid.
However, perhaps the best reason is noted by Baker and
Intagliato (1992).

They wrote that social support not

only improves the life of the schizophrenic client in
terms of increased social activities, but social
support networks also act as reference groups from
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which people learn about what is acceptable in
different life areas.

Clearly, both aspects of social

support are important, and interventions aimed at this
aspect of life have been shown to affect the quality of
life of this population.
Gerhart (1990) suggested that networks are made up
of friends, families, coworkers, neighbors, and social
service organizations.

They differ in terms of size,

type, density, durability, and directionality.
Wayslenki et al. (1992) stated that social
networks refer to relationships and how they are
arranged.

They noted that network arrangement is

typically in "clusters" which are connected to other
clusters.

In the nonschizophrenic population, there

are an average of five-six clusters per individual, but
in the schizophrenic population there is often only one
cluster for an individual (Cutler, Tatum, & Shore,
1987) .
In a study of 30 clients in three CSPs, Cutler et
al. (1987) found that the social networks of
nonschizophrenic persons included close relatives in
"zones" close to the central figure and intimate
friends were in the next zone.

More distant family and

friends occupied zones farther out from the central
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figure.

By contrast, these researchers found that in

persons with schizophrenia, only the closest zones were
present and that they showed less segmentation, less
multiplexity, less reciprocity, and higher density than
was true of persons in the nonschizophrenic group.
Cohen and Kochanowicz's (1989) study of Black innercity schizophrenic outpatients found a similar pattern
of small, kin-dominated, nonreciprocal networks.
Test (1981) saw social support systems as buffers
against stress and noted that the wider and more
available the support, the greater the protection.
However, in a study of 200 clients involved in CSPs in
the Midwest, Sullivan and Poertner (1989) could find no
meaningful relationship between social support and the
experience of stress.

They did find the reduction of

loneliness to be a result of social network development
and considered that by itself to be a valuable outcome
of service for this population.
Social adjustment has been determined to be the
single best predictor of community tenure (Cohen &
Kochanowicz, 1989).

In order to reduce recidivism,

clinical goals might include efforts to expand the
nonkin network and strengthen ties to formal support
services for the schizophrenic clients (Honeycutt

&
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Belcher, 1991).

In their examinations of the

literature, both Pascaris (1991) and Budson and Jolley
(1978) reported that the success of a Community Support
Program is in large part directly related to its
capacity to foster and strengthen an extended social
network for its clients.
Treatment
Numerous studies have been done to try to establish a
superior treatment for assisting the schizophrenic
client involved in the CSP to develop and maintain
support.

Evaluating treatments is complex and

difficult because of the range of variables among
individual clients and within the programs themselves
(Bachrach, 1982; Baker & Intagliato, 1992).
In terms of treatment, several client
characteristics should be noted.

First, women tend to

seek all forms of treatment more frequently than do men
(Husted et al., 1994; Levin
is a factor.

&

Brekke, 1993).

Age also

For example, Baker and Intagliata (1992)

stated that younger clients in seven CSPs they studied
over a 9-month period had the most support, yet were
more often judged as feeling that their support was not
adequate.

In a related study of three CSP approaches,

cutler et al. (1987) found that younger clients were
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less likely to take part in socialization groups and
seemed to be often highly network resistant.

This

finding led these researchers to posit a third
characteristic, the notion of "readiness."

They

suggest that networking-oriented methodologies for the
mentally ill work only when clients are ready for
support.

Wasylenki et al. (1992) agreed with Cutler et

al. (1987) and wrote that successful treatment requires
the client's desire and willingness to participate.
The necessity of medication for the schizophrenic
client precedes any other type of treatment and remains
the single most important protective factor against
stress and relapse (Ahmed & Goldman, 1994; Liberman,
1994; Test, 1981).

However, in assessing the role of

drug intervention in community treatment programs, Test
pointed out that the limitations of these medications
must also be considered.

Liberman (1994) made the

point that "drugs cannot teach life and coping skills
required for successful adaptation to community life"
(p. 104) .

Psychosocial treatments, which have been
developing over the last 30 years (Cnaan, Blankertz,
Messinger, & Gardner, 1990), are based on educational
and social learning principles.

They have been
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established as effective, according to Liberman (1994).
Liberman organizes psychosocial treatment according to
three factors.

The first factor is the "focus," which

can be the individual, the group, the family, or the
total milieu; the second factor is the "modus," which
can derive from one or more theoretical orientations
(such as behavioral or psychodynamic); the third factor
is "locus" or location of the therapy, which can be the
Community Support Program.

Liberman adds that the most

effective psychosocial treatment contains practicality,
problem solving, low-key socialization, positive
reinforcement, and specific goals.
The Menninger Letter (1993) also reported that
psychosocial rehabilitation is promising as a
therapeutic approach.

There is emphasis on recognition

of the broader social and physical environment, so that
it can be adapted to the individual's needs as well as
teaching the individual to adapt to it.

In

psychosocial rehabilitation, an effort to provide a
wide variety of social and recreational activities as
well as social skills training is also emphasized.
A more educational approach is outlined by
Honeycutt and Belcher (1991), who noted the social
deficits which result from schizophrenia and propose a
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treatment program based on an "identify, train, and
support" approach.

They suggested token reinforcement

for improvement and stated that, with adequate social
skills, clients can better negotiate their environments
and enrich relationships and interactions with others.
Both Wasylenki et al. (1992) and Gerhart (1991)
evaluated a type of psychosocial treatment that they
call Social Network Therapy.

Wasylenki et al.

described this as a therapy that attempts to enhance
networks through formation of new relationships and/or
improving the quality of existing ones.

Goals include

increasing networks and developing reciprocal
relationships.

Gerhart defined Social Network Therapy

as an intervention that brings client, family, and
client's significant others together in a group to
discuss thoughts, feelings, problems, and to set goals.
The focus of this type of therapy is to encourage a
sense of solidarity and provide support for each member
of the client's network, improve client's social
functioning, reduce hospitalizations, and improve
family understanding of the client's work with the
therapist and the mental health system.
Two final notes must be made with regard to the
treatment of schizophrenic clients.

First, most of the
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literature continues to place importance on
individualizing treatment for persons in this
population because people with mental illnesses, even
within the group diagnosed as schizophrenic, are
greatly heterogeneous and both the people and the
disorder constantly change over time (Test, 1992; The
Menninger Letter, 1993).

Second, there is emphasis on

the long-term nature of care for this population (Baker
et al., 1993; Liberman, 1994; Test, 1992).

Baker et

al. (1993) stated that the discontinuation of any
treatment results in a reversal of gains for the
schizophrenic client.

Test noted that community

programs, using a variety of models, have shown that
there is a loss of gain following discharge and
concluded that even very intensive community treatment
models do not provide a cure for mental illness.
Rather, CSPs provide a support system within which
schizophrenic individuals can live in the community and
grow.

However, these supports must be ongoing, not

time-limited.
Perception of Needs
Needs assessments for schizophrenic clients
involved in CSPs point to some areas of disagreement
among professionals, families, and clients (Ford,
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Young, Perez, Obermeyer, & Rohner, 1992).
Professionals in the mental health field tend to agree
that social rehabilitation of schizophrenic clients is
just as important as studies of the brain and attempts
at developing better medication (The Harvard Mental
Health Letter, 1995).

They note that among other needs

such as work, housing, and a quiet, undemanding
lifestyle, these clients need social activities and
friendships to prevent self-neglect and deterioration.
Bellack and Mueser (1993) stated that the social
functioning impairment that characterizes schizophrenia
is one of the illness's worst symptoms and suggested
the need for a highly structured educational procedure
that emphasizes teaching the skills needed in social
situations.

Social skills education is also seen as a

priority by other professionals (Ferencik, Carey, &
Polk (1992); Mannion, Mueser,

&

Soloman, 1994; Test,

1992).

Lynch and Kruzich (1986) found that mental health
professionals at that time considered individual
therapy as important.

Today, though there are still

many therapists that consider individual therapy as the
first treatment priority for schizophrenic clients,
this need is not as well-documented in the literature.
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Bellack (1993) reported that the National Institute of
Mental Health has found little support for the efficacy
of traditional individual therapies.

Taylor (1987)

wrote that rehabilitation rather than psychotherapeutic
treatment is required due to the view of schizophrenia
as a biological disease.

Liberman (1994) supports this

and takes it one step farther by noting that recent
studies on the use of psychodynamic therapy for
schizophrenic clients has demonstrated that these
therapies offer little help and may even be harmful.
Families of schizophrenic clients see the needs of
their ill family member somewhat differently than
professionals.

They identify needs such as housing and

accessibility of mental health care as being
priorities.

Additionally, they believe that inclusion

of family in all levels of community treatment is a
great need for all members of the network (Ford et al.,
1992; Hanson & Rapp, 1992).
Clients, on the other hand, often list their needs
as activity programs, education on daily living skills,
and having mental health services available on weekends
and in the evenings (Lynch & Kruzick, 1986).

Similar

results were found in a study of 1706 clients at eight
community health agencies done by Ford et al. (1992).
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This study found that socialization was listed as a
need by over 40% of the clients surveyed.
Esso Leere (1987), a schizophrenic client involved
in CSP, wrote "we, as consumers should meet socially
with others who have had similar experiences to
exchange information about coping skills and to take
responsibility for ourselves.

We must meet with others

like ourselves to see firsthand what we have
accomplished and what we can achieve" (p. 489).
Outcomes
Baker and Intagliato (1992), in a study of 720
chronically mentally ill persons receiving community
support services, found that receiving services
predicted change in client functioning as measured by
the Bradburn Positive and Negative Affects Scales and
the Satisfaction with Life Domains Scale.

Social

support, in terms of availability and adequacy, was
shown to have measurable effects on the quality of life
of this client population.

Maintenance of functioning

rather than improvement in functioning was the outcome
for the majority of clients in the Baker, Jodrey, and
Intagliato (1992) study.
reasonable goal.

This was considered to be a
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Husted et al. (1994) conducted a study of the
effectiveness of CSPs based on the comparison of days
clients were hospitalized before and after involvement
in CSP.

These researchers found that the 49 subjects

they studied had reduced hospital stays from 2526 days
in the 2 years prior to CSP, to 640 days of
hospitalization in the 2 years post CSP involvement.
Additionally, this study found that social integration
into the community tended to raise clients' self-esteem
and capacity to cope, which may have led to the reduced
time spent in hospitals.
Other research on the effectiveness of CSPs in
providing assistance in social rehabilitation to the
schizophrenic client point to the strides CSPs have
made in helping clients to become better integrated in
the community through empowering and educating them
(Runyan & Faria, 1992; Test, 1981).
However, research reported by Gephart (1990) is
not so positive.

She noted that most CSPs are

fragmented in terms of programming and lack clear
policies.

Cnaan et al. (1990) also suggested that

there is great need for improvement if CSPs are to be
truly effective.

They noted. three problems that are

particularly hindering program success.

First, there
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are no clear criteria to assess these programs; second,
there is confusion as to what services should be
offered clients; and third, there is no common body of
knowledge that can be used to train professionals who
work with the chronically mentally ill population in
the community setting.
Although research seems to indicate that the
schizophrenic client who forms better developed
networks of support is more likely to adjust to and be
satisfied with life, we still do not have the answers
as to the best way to build networks or which variables
should be enhanced (Cutler et al., 1987).

Assessment

of outcomes is further complicated in that we cannot
assess directly and must instead do so inferentially.
Interpretation of study results must be tentative due
to methodological and program limitations (Backrach,
1982) .

Evaluation of CSPs is not an easy task, but this
does not obviate the need for more specific
documentation of program effectiveness (Runyan & Faria,
1992).

As Goering, Wasylenki, Farkas, Lancee, and

Ballantyne (1988) stated, "knowing what outcomes are
influenced by what types of specific programs will
provide valuable information for program planning and
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set the stage for the continued exploration of how
programs make a difference in the lives of severely
mentally disabled individuals" (p. 276).
Therapist Characteristics
A number of authors have written about the
important role the therapist plays in working with
schizophrenic individuals.

Liberman (1994) pointed to

the importance of the therapeutic alliance and stated
that this alliance has been shown to be highly
predictive of good outcomes.

Characteristics that have

been shown to be necessary in a good therapeutic
alliance with schizophrenic people include
nonpossessive warmth, accurate empathy, genuine
concern, positive expectations for realistic
improvement, and hope for the future (Liberman, 1994;
Pascaris, 1991; Test, 1981).
In a study of 81 clients in a psychosocial
rehabilitation program which focused on integrating
persons with mental illness into a peer social milieu,
Levin and Brekke (1993) reported that clients'
perceptions of professional staff support and clarity
were predictive of clients' increasing social
integration into the peer social network.

Perceiving

staff as supportive and clear in providing expectations
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and rules aided clients in their interactions with
others.
Beeber {1992) wrote that using approaches that .are
insight-oriented and involve therapist passivity make
schizophrenic persons worse.

He emphasized a

supportive and structured approach in which the
therapist is active and directive.
Torrey (1995) stated that most training programs
continue to train people to be "mental health
professionals" rather than "mental illness
professionals."

Although there are a few good programs

that teach treatment of mental illness, he noted that
these are the exceptions, not the rule.
Conclusions
The purpose of this paper was to review the
literature on the role of the CSP in helping the
schizophrenic client build and maintain a social
network.

Several important findings have become

apparent from this review.
First, individuals with schizophrenia have great
difficulty developing and maintaining social support
which researchers agree is significantly related to
maintenance of functioning in these clients.
indicate that social networks not only improve

Data
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community adjustment, treatment compliance, and
satisfaction with life, but that they provide
protection against exacerbation of symptoms that may
prevent schizophrenic individuals from remaining in the
community.
A second finding from this review is that one of
the primary goals of CSP is to supplement the natural
social network of its chronically mentally ill clients.
Social support does not just happen for schizophrenic
persons.

CSPs can and do play a pivotal role in

providing what may be a unique opportunity for this
population, in particular, to engage in activities and
education that leads to the supportive relationships
that are so vital to their remaining in the community.
Finally, though the research continues to report
the value and/or necessity of individual therapy for
the schizophrenic client, adjunct approaches such as
Community Support Programming are increasingly
emphasized as additional supports for these clients.
Clinicians are advised to be careful not to overlook
this significant source of assistance in their work
with schizophrenic clients.
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